ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH AND WEL FARE

AMENDED

1]
AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT CF

—62~-0018

10b. KIND OF BUSINESS CR INDUSTRY

- 5 2 STATE FILE NUMBER
Registration District No, -__----___ _‘:\1__....Primnry Registration District No. l .0 voe Qi s No. 5
ey = En Ty
rhMA*#—u I TV 2. USUAL RESIDENCE (Where daceased lived. |f institution: Residence before
a. COUNTY JACKSON a. STATE I{ISSOURI b. COUNTY JACKSON admission)
b. C(l)'LY (If outside carporste limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
TOWNK ANSAS CITY, MISSOURI 2 Days 1Own LEE'S SUMMIT Yos [ No D
c. FULL NAME OF {1f NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Roside on Farm
R g nob || s
___TWroM ya HOSPITAL, KG, MO, “¥ "0l 423 Village Drive,. YO Ny
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OF
WILLIAM  BENJAMIN KUCHINSKI DEATH Jan 27, 1962
5. SEX 5. COLOR OR RACE 7. Morried B Nevar Married [] |8. DATE OF BIRTH | 9. AGE (last birthday) | 1F UNDER ) YEAR | IF UNDER 24 HR
Widowed [ Divorced [] Months Days Hours | Min.
Male White L/L /9 67
10a. USUAL OCCUPATION (Give kind of work done

during most of working life, even if retired)

13a. FATHER'S NAME

Albert K

11. BIRTHPLACE (City and stats or country)

HIGGINSVILLE, MO U.S.A,

12. CITIZEN OF WHAT COUNTRY

13b. MOTHER'S MAIDEN NAME

Unknown

[ ]
14. NAME OF HUSBAND OR WIFE

MARY T. KUCHINSKI

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

16. SOCIAL SECURITY NOQ.

{Yes, no, or unknown)l(lf yoi, Qive war or dates of servige)

18. CAUSE OF DEAT

(Enter only one cause per line fo

PART I. DEATH WAS CAUSED BY:

IMMEDIATE cAuse () HEMORRHAGE OF LEPFT CEREBRAL HEMISPHERE

17. INFORMANT

P

Addrass

9}

e
INTERVAL BETWEEN
QONSET AND DEATH

Conditions, if any,
which gave rise to
above came (a),
stating the under-

lying cause last. OUE TO (c)

DUE TO (b) HXEERIENSIW————

PART 1.
disease condition given in PART 1 (a)

DIABETES MELLITUS

QTHER SIGNLFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

-PART (1. If  decoased

was  female was

there a pregnancy in last 90 days.

o]

[0 No

O Unknown

19. WAS AUTOPSY | 20a. ACCLDENT
PERR@RMED? [}
YES&] NO 3

SUICIDE  HOMICIDE
(u} 0

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART | or PART I

of item 18.}

20c. TIME OF Hour
INJURY a.m.
p-m,

Month, Day, Year

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [J

208, PLACE OF INJURY (a.g., in or about home,
form, factory, street, office bidg., efc.)

20f, CITY, TOWN, OR LOCATION

CQUNTY

STATE

QI,VAmhnded the deceased fro

' '0_\1311.-_21,_19.62-.«1 last uwm-alive on_ Jan 27’ .l.962

Daath occurred .1_3Jl|.5__m 1 '/9?'/69 m on the date stated sbove, and 1o the best of my knowledge, from the couses stated.
22s, SIGNATURE {Degree or title) m D 22b.” ADDRESS 22¢. DATE SIGNED

T. J. FRITZLEN, M.D. ] JF - -| VA HOSPITAL, K. C. Mo. 1-28-62

23a. BURIAL, anMATfch:N, 23b. DATE 23c. NAME OF CJMETERY OR CREMATORY 23d. LOCATION (City, fown, ar county} {State)
REMOVAL {Speci
e 1/30/62 Mt 0livet Cam Kansas City Mo.
’Fi?@rﬁﬁ?’%&ctod P 1 DDRESS i ’E.Cﬁﬁ‘lec::. BY LOCAL REG. GISTRAR'S SIGNATURE
angsior era . m
& Ene g Summgt Moo / 30- €2 Zi——-a

{Licanséd Embalmer’s Statement on Reverse Side)




A

STAYTEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cm,
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alse shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




